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tongue-shaped flap is elevated and the bone removed beneath, we 
have a perfect exposure of the cranial contents without very much 
retraction of the flap, and the subsequent dressing of the abscess 
causes the patient very little pain. If the exploration is negative, 
and the surgeon desires to close the exploratory wound immediately, 
the flap is very easily sutured in position. 

In exploring these abscesses and introducing drainage I have 
devised a pair of very light retractors for separating the line of 
incision in the brain substance, thus giving a view of the deeper 
portion of the abscess cavity. After the abscess has been opened 
by means of the director or the knife, as the case may be, the director 
is allowed to remain in the cavity and one of these retractors is 
passed along the director until it enters the abscess cavity. The 
director is then withdrawn and the other blade of the retractor is 
passed along the first blade as a guide. The separation of these 
retractors will then show the interior of the cavity. If desired, the 
encephaloscope may be introduced between the retractors and 
the retractors removed. The disadvantage of introducing the 
encephaloscope at first is that it must be introduced somewhat 
blindly, and may do unnecessary damage to the brain substance. 
The thin blade of the retractor, however, can be slipped along the 
director and will not make a false passage. After the first dressing, 
I think that the encephaloscope is a very valuable instrument to 
be used in these cases, but I think that the narrow retractors are 
more serviceable at the time of operation than the encephaloscope. 
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Nasal sinusitis, on account of the widespread interest which 
has been manifested for several years by the medical profession in 
the endeavor to arrive at a clearer understanding regarding the 
pathology and best methods of treatment, make the subject preg¬ 
nant with interest to us as rhinologists. In the case which I report 
for your consideration, aside from the desirability of reporting all 
cases of intracranial involvement consequent upon accessory sinus 

1 Read at the Eleventh Annual Meeting of the American Laryngological, Rhinological, and 
Otological Society, Boston, Mass., June 5, 6, 7,1905. 
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disease that something may be added to our knowledge of this 
important class of cases, there are several points of interest. 

K. C., male, aged forty years, was seen in consultation on October 
13, 1904, and the following histofy obtained: 

Family History. Negative. 

Personal History. For about ten years has been troubled with 
“catarrh,” some nasal obstruction, and dropping in the throat. 
For the past two or three years he had noticed a yellow discharge 
from each nostril, with increasing nasal obstruction. Contracted 
colds easily; followed invariably by severe neuralgia and a dull 
heaviness at the root of the nose. These symptoms would usually 
be relieved by an increased flow of yellow, thick discharge. For 
several months the patient had complained of aprosexia, a dis¬ 
inclination to apply himself to his business, depression, and appre¬ 
hension concerning his sanity. Of this he had several times spoken 
to his family. His present illness began two weeks prior to my 
seeing him, with what was supposed to be one of his usual severe 
head colds. This was followed by quite severe pain at the root of 
the nose, finally spreading over the entire left side of the face. Two 
days later there appeared some swelling and oedema at the upper 
and inner part of the left orbit, which quickly spread, involving both 
lids, conjunctiva, cheek, and left side of nose. At this time the infil¬ 
tration and swelling of the lids and orbital tissues were so great that 
it was impossible to obtain a satisfactory view of the globe. For 
the next week his general condition grew gradually worse, tempera¬ 
ture running from 100° to 103°; pulse from 90 to 115, mental hebe¬ 
tude gradually drifting into stupor and finally mild delirium devel¬ 
oped. Proptosis increased, and three days before I saw him there 
appeared a small swelling over the left temporal region. This 
slowly increased in size, and at the same time the proptosis, infil¬ 
tration, oedema, and swelling of the left side of the face and orbital 
contents gradually diminished. It was at this stage I saw the case 
and upon examination found the following; patient fairly well 
nourished, temperature 101°, pulse 100, face flushed, drowsy and 
cerebration slow and hesitating, responding to commands with a 
syllabic drawl. Motility of eyes was unimpaired; left pupil reacted 
sluggishly to light stimulation. Slight amount of swelling of the 
upper lid and chemosis of the conjunctiva of left eye. On a line 
with and about one inch posterior to the external angular process 
of the temporal bone was a smooth, rounded tumor about one and a 
half inches in diameter. This was not especially tender to pressure, 
and fluctuation was not detected at this time. On examining the 
nose I found the following condition: Right nostril—slight tur- 
gescence of the inferior turbinate, the middle turbinate pushed well 
over toward the median by a number of polypi springing from the 
region of the ethmoid cells, pus appearing in the middle meatus 
between the polyps. Left nostril—general deviation of the septum 
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to left, greatest deflection at upper part. Inferior turbinate swollen, 
middle turbinate pushed well over and crowded against the septum, 
presenting a deep bluish-red congestion and a swollen, boggy appear¬ 
ance. Springing from the region of the ethmoid and filling the 
middle meatus were several large polyps bathed in thick pus. With 
the probe dead bone could not be detected in either nostril. The 
history and findings in this case left little doubt as to the diagnosis. 
It seemed clearly evident that he was suffering from an intracranial 
involvement following an acute exacerbation of a chronic suppura¬ 
tive ethmoiditis. From the fact that this patient was in a small 
town some distance from the city, and as I had no suitable instru¬ 
ments at hand, I advised his immediate removal to the hospital, 
where it was my purpose to give drainage to such collections of 
pus as could be found. He was seen at the hospital next morning, 
but his condition was so precarious that I did not feel warranted 
in subjecting him to any prolonged operative proceedure; so satis¬ 
fied myself with freely incising the swelling over the temporal region, 
which proved to be a subperiosteal collection of about two ounces 
of pus. The patient remained in stupor, with muttering delirium, 
subsultus tendinum, high temperature and pulse, involuntary 
urination, Cheyne-Stokes respiration, and died twenty-four hours 
later. After death the wound was examined to determine the path 
of infection. It was found to have originated in the ethmoid cells, 
broken through the os planum, stripping the periosteum from the 
roof of the orbit, extending outward and downward to the external 
angular process of the temporal bone, and there passed out to form 
the subperiosteal collection of pus, referred to above. Dead bone 
could readily be detected in the region of the os planum by passing 
a probe along this route. My finger in the wound would follow 
subperiosteally the orbital roof, as far as the sphenoidal fissure. 
Although no rupture in the periosteum was detected, I think we 
are justified in assuming that this was the path of infection and that 
a rupture had taken place at some point with subsequent involve¬ 
ment of the intracranial structures. Our failure to find a rupture 
does not, in my opinion, alter the value of the evidence that this was 
the path travelled by the infection. It is, of course, possible that in 
my examination a break in the continuity of the periosteum may 
have escaped me, or, again, the area of disintegration may have 
taken place within the cranial cavity, the infecting material being 
poured directly into the arachnoid space, with a resulting general 
septic meningitis. 

In studying this case the points of interest are: 

1. The fact that this patient died from a meningitis the result of 
nasal suppuration is of interest as clearly exemplifying the dangers 
in neglected cases of this character. We need only consult the 
literature of this subject to be convinced that the reports of fatal 
cases are rare. 
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2. The path of infection seems to have been an unusual one, 
the pus finding its way across the orbital cavity to the external an¬ 
gular process and there leaving it, forming a large subperiosteal 
collection. Travelling backward, it entered the cranial cavity 
through the sphenoidal fissue, apparently remaining subperiosteal 
throughout. 

3. The question of diagnosis and prophylaxis is probably of 
greatest interest, and it is for us as rhinologists to sound the warn¬ 
ing note and impress upon our fellow-practitioners the importance 
of instituting appropriate treatment in all cases of nasal suppura¬ 
tion, before they have reached such extremity. Although fatal cases 
are rare, it is nevertheless a possibility in every case of suppurative 
sinusitis. 
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The patient, a male aged fifty-one years, was admitted to the 
surgical ward of Mt. Sinai Hospital in the service of Dr. A. G. 
Gerster, with the diagnosis of dyspnoea. 

His history, for which I am indebted to the courtesy of Dr. S. 
Heiman, House Surgeon, was as follows: Family history negative. 
Had typhoid at the age of ten. Had a chronic cough with muco¬ 
purulent expectoration, never bloody; no night sweats or dyspnoea, 
no swelling of feet; had never had syphilis or gonorrhoea; is a heavy 
smoker. Married; the father of two children, both of whom are 
living. His voice has always been clear; has never had an attack 
like the present one, but has awakened at night with a sensation 
of choking, which he attributed to his cough. 

His present illness began on April 1st, when he awoke with a 
pain in the neck on the right side, the attack of dyspnoea coming 
on suddenly. He rapidly became worse in spite of leeches to his 
neck and cups to his chest. His voice was that of a whisper, and 
no relief forthcoming, he was transferred to the hospital April 2d 
at 4 p.m. 

On admission he had severe respiratory dyspnoea and could 
not lie down; his lips and finger-tips were cyanosed. All accessory 
muscles of chest are brought into play on inspiration and expira- 

1 Read before the American Laryngologieal Association at its Twenty-seventh Annual Con¬ 
gress, Atlantic City, June, 1906. 



